JGIM:
What is wrong with the way we currently manage the sickest, most complex patients in the United States? Dr. Batal: Simply put, we don't spend enough time thinking about patients between visits. When I'm in primary care clinic, it's tyranny of the urgent. What's in front of me. It's crisis management versus being proactive and helping the patients regain their health. JGIM: How did you hope to address this problem with the Intensive Outpatient Clinic (IOC) at Denver Health? Dr. Batal: With the IOC we wanted to see what we could do to help those patients who keep coming back to the hospital and emergency department over and over again. Is there a way we can help them improve their health and not spend so much time in the hospital? We thought: maybe if we focus on them intensely, pay attention to them, and develop resources around them, maybe we can do a better job helping these patients. JGIM: Does this involve, as you suggested, taking better care of patients between visits? Dr. Batal: Yes, that's right. The nursing and social work in the IOC is robust, which enables several points of contact for patients between visits. In addition, the providers have time to assist the care team and the patients with modifications to care plans and other problem solving between patients. The physicians and other team members will often see patients during hospitalizations and work with the inpatient team to better coordinate their care. The team has monthly case conferences to review care of patients and daily team huddles. They even meet regularly with the local mental health center to discuss patients that are co-managed. There is also an effort to continue to engage patients in care-following up on patients that have not come in for appointments. JGIM: Why does this patient population require a different approach? Dr. Batal: Initially we wanted all of our patients to have access to the same level of resources. But that's not really equitable because some patients, maybe even some communities, need a higher level of resources to achieve the same level of health. We've slowly come to the realization that we need to provide more intensive resources to certain groups. For example, we've had special resources in our HIV clinic for many years. But this is the first time we've put a group of patients together based on their utilization of health care resources. JGIM: Who is eligible for the IOC and how do you identify them? Dr. Batal: Our clinic is focused on our Bsuper utilizers^-those patients who come to the hospital three or more times in a 12-month period. We recognized early We have a bit of both. In general our physicians also work in other primary care clinics. However, our NP and PA spend all of their time in the IOC, which allows them to be on site continuity for our patients. JGIM: You mentioned that your CEO at the time your project began reached out to you to help develop a strategy for your Bhigh-utilizer^patients. How did you and the Denver Health leadership team justify the business case for the IOC?
Dr. Batal: The thing to point out is that initially we had funding through a Health Care Innovation Award from the Centers for Medicare and Medicaid Innovation. But even without this funding, the long-term business case is clear for us at Denver Health for those super utilizers who are covered under our own Medicaid managed care program. We are the ones paying the bills when these patients utilize care that does not improve their health. As we approached the end of the funding our leadership was able to recognize that the cost of the program could be offset by cost avoidance. The evaluation of the success of the IOC is part of the much broader evaluation of cost trends among our entire accountable population. During the first year of the award we documented medical claims cost reductions (cost avoidance) for the entire population.
In supporting ongoing funding our Chief Financial Officer told me my next paycheck was going to come directly from cost avoidance. Hopefully she was kidding. JGIM: Well, hopefully if your program continues to be successful, you will get a raise! Can you explain which populations Denver Health has financial responsibility for? Do you recoup the savings when you avoid costs for this population? Dr. Batal: We have a managed care plan for Medicaid, and so we accept the financial risk of caring for our members. You could also make the argument that our uninsured patients are capitated because we're not being directly reimbursed when they come into the hospital. When we avoid unnecessary utilization for these two groups it can result in direct financial benefit to the organization. JGIM: I see. So there are clear financial returns to Denver Health when you prevent an avoidable acute care visit. On another note, how do you identify patients for the IOC? Dr. Batal: As I mentioned before, we get a daily list of patients with three or more hospitalizations in the past year. We try to comb through the list to exclude certain patients, for example, those being admitted for surgery. We also exclude patients who are undergoing active cancer treatment because we know the oncology service is taking good care of them. Occasionally, though, we will reach out to the oncology service and ask if they want to partner on these patients who keep popping up the list because they get readmitted due to social factors. After we identify patients on this daily list, we do a clinical screening. We have staff who go to the patient's bedside in the hospital to do these screenings. JGIM: What do these screenings involve? Dr. Batal: Initially, the team-usually led by the NP-reviews the list of patients that are in the hospital who qualify and makes a decision about whether or not the patient has a condition that is amenable to IOC care. We hoped that this would help engage our patients with substance use disorders and help them get into treatment and our clinic. But it didn't work very well, and I'm not sure why. Eventually we transitioned that position to a nurse. It's worth mentioning that Denver Health also runs the medical detox unit for the city. We've been thinking about trying to partner with our local justice system to see if we can identify multiple touch points for some of these patients. But we're not there yet. JGIM: How have the primary care clinicians responded to the IOC? Dr. Batal: Initially, there was some confusion about who was right for the clinic. A lot of our primary care providers would think a certain patient would be good for the program and would get mad when the IOC would say that they didn't qualify. So I had to negotiate a lot of that angst. Although it was hard to turn away patients, we knew that to be successful and make the business case for the IOC, we had to focus on the people who were utilizing a lot of hospital care in order to show financial outcomes. We knew that if we can save money, we can reinvest that within the primary care system as a whole and provide more services and more care. JGIM: What hasn't worked well with the program? Dr. Batal: One of our big challenges has been transitioning patients back to regular primary care. We know we have to graduate patients because we just don't have the physical space and because if you get too big you lose something important. The transition back to general primary care is really hard because the patients have gained trust with our team. We also have struggled with patients who have frequent emergency department visits in the absence of lots of hospitalizations. They tend to be patients who spend a lot of time in detox and we'll engage them, get a hold of them, and then they won't follow through and we can't track them down. We've also struggled with integrated behavioral health. There's a huge issue with mental health needs, substance abuse, and behavioral health issues in this group of patients. But our model of having integrated behavioral health in other primary care clinics hasn't worked as well in the IOC because of the smaller volume of patients. We end up having our psychologist sitting there and there's no patient for them to see. With such a small population, it's hard to find the right balance between having a clinical resource available for a patient when needed and fully utilizing clinical staff. Finally, we've struggled with home visits. We found that a lot of our patients don't want us in their homes. We're still playing around with home visits. We haven't been as successful as I think other programs have been. JGIM: Yes, home visits can be challenging. Do you have a sense for why some patients were reluctant to receive a home visit? Was your initial goal that everyone gets a home visit? Dr. Batal: We knew financially it wasn't going to work for every patient to receive a home visit. But we did think there was a group of patients that would need home visits, especially as they transition out of the hospital. The main reason they didn't want us to visit them in their homes appeared to be that they would feel judged. Many of our patients live in tough circumstances and have been criticized in the past. I think that they have a high level of respect for the healthcare team and may think that a home visit is akin to either being visited by the housing authority to document that they are appropriately taking care of their place or that they need to Bentertain^the health care team with food and a nice place to sit. JGIM: You mentioned that Bgraduating^patients from the IOC has been a challenge. How many patients have Bgraduated^and transitioned back to the general primary care clinics? Have you used specific criteria to help determine who is ready to Bgraduate^and have these criteria proven successful? Dr. Batal: We've transitioned about 50 patients back to regular primary care. Again, that's been a struggle for us. There may end up being a subset of patients who need to be cared for within this intensive primary care clinic for their whole life. So far, determining who is ready to transition back has been a collaborative undertaking between the IOC team, the patient, and the primary care provider. Going forward, there is a need to be more structured in our approach so that we can determine what works best. JGIM: This concept of Bgraduating^patients from the IOC may seem counterintuitive to some. The patients you identify for the IOC have multiple admissions, which is usually a marker for chronic disease and social dysfunction. These sorts of problems often require chronic, ongoing management. Is graduation as a concept even realistic for the IOC? Dr. Batal: We believe so. People go through difficult times. Sometimes multiple factors collide, and it can result in super-utilization. Helping people get a few of these factors under better control allows them to have the capacity to stabilize and slowly work on others. We want to be there for people if this happens again, but know that most people won't need this level of intensive health care services for life. That being said, we know that there will be a subset of patients that likely will always be near crisis, and we will likely need to stand beside them for most of their life. JGIM: I see. Fifty graduates is not a lot. If you are having such a hard time graduating patients, how will the IOC become sustainable? Is the size of your clinic going to keep growing? Dr. Batal: We need to start graduating more patients and we have been thinking that perhaps we should create something of a Bstep down^clinic that will help ease the transition back to general primary care for some patients. The Bstep down^clinic might also provide support for patients who should be in the IOC but have refused. And maybe it could also care for patients who the primary care clinicians think are about to tip over and become super utilizers. We're applying for some grant funding and looking for an evaluation team to consider this approach. JGIM: What's the longest you had a patient enrolled in the IOC? Dr. Batal: One patient has been in the program for 36 months now! When he was approached for participation in the clinic he was in the hospital for the seventh time in 12 months. In 2014 he had four inpatient stays and in 2015 three inpatient stays. JGIM: Can you tell me about your staffing model? Dr. Batal: Yes. We have four physicians who work in the IOC part time. Together they make up about 1 FTE.
We also have about 1.6 nurses right now. And we have a nurse practitioner and a physician assistant who work together and also make up about one clinical FTE. Finally, we have a licensed clinical social worker, a navigator, a clerk, a medical assistant, 0.6 FTE of a psychologist, and 0.05 FTE of psychiatry time. JGIM: What's the panel size of the IOC? Dr. Batal: Currently we have 365 patients, spread across that team I just told you about. And of these, about 350 have been seen in the last 6 months. This is about 15% of the panel size our primary care providers carry in our regular clinics. JGIM: I read in your CMS Challenge award application that you sought direct feedback from patients when designing the IOC. How did you go about soliciting this feedback? Dr. Batal: The very first thing we did was take the list of high utilizers and started asking them a lot of questions: BWhat keeps happening? What's going on?P atients would tell us how hard it is to be homeless and that they didn't have a place to store their oxygen.
They told us how hard it is to keep track of your medicines when you live in a car. In total, I think we looked at about 200 patient charts and talked to 20 patients. We used this feedback to determine what kind of social worker we needed, what sort of tolerance level our providers would need to have to meet these patients where they are. I don't know that we obtained this patient feedback in a really rigorous way, we kind of did it on the fly, but it was very helpful. JGIM: Did you learn anything from the patients that you weren't expecting? Dr. Batal: I think I'm always surprised by how resilient our patients are in dealing with such chaos. For me, the take-home point was that we don't need to always be heroes and Bsave^people, rather we can try to harness their resilience and allow them to get better. I think that may have been one of my challenges working in the IOC: I wanted to be the hero. But in many instances, you have to leave it alone, and I couldn't leave it alone. JGIM: Should generalists be leading the IOC? Many of the medical issues likely get highly specialized. Would it make sense to embed specialists in high-risk clinics like yours? Dr. Batal: I actually think that it needs to be generalists leading these clinics. Our specialist colleagues are fabulous, but sometimes they get lost in the diseasespecific focus of the heart failure, the liver failure, the respiratory failure. And very few of our patients have single diseases. I think generalists are more accepting of doing the best that you can in a way that is patient centered and realistic. Also generalists generally do well with that lack of certainty that comes with not being able to give patients an exact diagnosis and the need to be more symptom driven, more functional, versus figuring out exactly what the ejection fraction is. On the other hand, we of course need to be able to communicate with our specialist colleagues and to respect and partner with them. And I think when we do this effectively, the specialists will be okay saying, 'well you didn't do it exactly the way I would have, but we're going to co-manage this patient together and I'm going to trust that you're doing what's right for this particular patient in this particular situation.' I think that's the fun of general internal medicine and the complexity of it. Nobody comes to you with just diabetes or just heart failure or just hypertension or just homelessness; they have all those things. JGIM: That certainly resonates with me as a generalist! Dr. Batal: Yes, it's what makes it so fun, but it's also what makes you rip your hair out. JGIM: Yes it does! How does your team communicate with others within the medical neighborhood-the hospitalists, the specialists? Dr. Batal: We try to create connection points. One of our nurses goes to the regular heart failure team meetings. And about 6 months ago, the team began having providers take turns doing hospital rounds to help with discharge planning. At first, I worried that could be duplicative, since we have great hospitalists. But I think it means something to the patient to know that you're actually talking to other care team members and for them to see our faces in the hospital. We've also tried to make ourselves readily available to the emergency room. If you need to call me at 11 at night when that patient's in the emergency room, call me at 11 at night. Our physicians provide coverage 24/ 7 to the RN advice line and ED to help coordinate care for patients when the clinic is not open. JGIM: Do the IOC providers give patients access to their personal phone number and email? Dr. Batal: Not routinely. However, we do have a 24-hour RN advice line that can contact one of the 4 physicians 24/7. This means that each physician has committed to being on call 25% of the time! JGIM: Does your team work with community resources such as housing and other social services that may help your patients stay out of the emergency department or hospital? Dr. Batal: Yes, we have tight connections with our coalition for the homeless. They have a separate primary care clinic, but they also do a lot of the housing for our patients. Also, the current MSW in the clinic is MPH trained and leverages her relationships with the city (human services, housing authority), non-profits, mental health centers, respite care, etc. She often partners with the inpatient social work team to be that continuity for the patient. Developing those relationships has been really important to the success of the IOC. JGIM: Have you been able to help get some patients housed through the IOC? Dr. Batal: Absolutely. Recently our social worker has partnered with a new city program that helps to house people more expediently who are at higher risk. Her knowledge of the patients and ability to advocate for them helps in getting patients housed during critical times. JGIM: Do you have any hard outcomes yet on the impact your program is having? Dr. Batal: We are using quasi-experimental methods to look specifically at health spending trends associated with the super-utilizer population over time.
Preliminary data suggest cost avoidance specific to this population (as well as to the overall population), but we are finalizing these analyses. But what I think is most interesting is that this evaluation was set up to look at our entire accountable population, and as such our evaluation efforts were focused around looking at the population level outcomes rather than at the IOC in isolation. We felt that if we could make things easier for the primary care system by taking away some of the most difficult patients out of the mix, those primary care clinicians in the Bregular^clinics would have more time and emotional capacity to deal with their most challenging patients. We wanted the ultimate result to be not just reducing costs or improving health for those patients care for in the IOC, but rather in the whole population. And we believe that's happening. JGIM: Do you have any estimates of the financial return on investment data from the IOC? Dr. Batal: We're working on a cost analysis now, but I can't give you an exact number quite yet. Hopefully soon! But I will say that one of the things I am really pushing for in this analysis that we're working on is a real cost to benefit ratio. I've read so many articles that talk about cost avoidance but they usually don't always tell you how much the program costs. We hope to be able to do both. JGIM: Have patients been satisfied with their experiences in the IOC? Dr. Batal: We ended up trying to assess this with focus groups. It's a little bit biased because we selected for the patients who were engaged in the clinic, not the ones who never showed up. But in these focus groups, the patients told us that they felt respected, that they didn't feel judged as much. And they felt like the clinic staff was there to help them. JGIM: That sounds encouraging. Have there been any unexpected benefits of the IOC? Dr. Batal: I think one of the somewhat unintentional benefits has been that we have been able to decrease some of the chaos in the Bregular^primary care clinics. If we assign the most complex patients to providers and a group of staff who have the resources to help them, you reduce the frequency of those disaster visits when you have to care for a patient who needs all of this attention in the usual 20-minute slot. Another benefit is that, since the
